We have conducted a retrospective study of deaths on a paediatric medical intensive care unit over a two-year period and reviewed similar series from outside the UK. 
Introduction
It is over 20 years since Duff and Campbell initiated an important debate about ethical dilemmas encountered when caring for preterm babies.' As intensive care has developed and expanded into a wider paediatric practice these issues have remained pertinent, particularly as young patients are unable to express their wishes with regard to treatment or non-treatment. Unfortunately, progress in our ability to provide extraordinary life-sustaining therapy has made defining the limits of intensive care even harder. Ethical issues arise when a doctor is asked to treat a child with an underlying lethal disease who requires mechanical ventilation for an acute deterioration; or when treating a previously well child who, although expected to survive, may be left severely debilitated or trapped in a mentally limited and painful existence.
We have therefore undertaken the first review focusing on death after withdrawal or limitation of treatment in a British paediatric medical intensive care unit (PICU). The 
Results
In the 24 consecutive months reviewed there were 89 children who died out of 651 admissions (13-7% mortality). Fifty-nine patients were admitted directly from another hospital to our PICU and the other 30 came from wards within the hospital. Their ages ranged from five days to 15 years (median 11 months) and the sex ratio was equal (45 girls, 44 boys). The median duration of admission was three days (interquartile range 2-5 days).
PREMORBID STATE AND REASON FOR ADMISSION
Thirty-three of the 89 patients (370/o) were completely well before their illness necessitating intensive care, while six patients had an underlying condition first diagnosed during admission. Of the remaining 50 patients, 44 had a known underlying In the 58 patients who either had their treatment limited or their mechanical ventilation withdrawn, the initial reason for supportive therapy was acute brain insult (40%), acute lung injury (21%), sepsis syndrome or multiple organ system dysfunction (24%) and others (mainly inherited disorders of metabolism) (15%). In 19 of these patients (330/o), management had included use of a "do not resuscitate order" for cardiac arrest prior to the decision to limit or withdraw treatment.
Discussion
In this review of 89 deaths occurring during paediatric medical intensive care only 18% resulted from failed emergency resuscitation. In two-thirds of the cases death occurred with a decision to limit medical treatment or withdraw mechanical ventilation, implying that additional or further therapy was considered futile. A comparison between this British experience and that described in similar North American and French paediatric medical series (table 2), suggests that many physicians in the specialty believe that intensive care which offers no therapeutic potential should be discontinued. 2 6 Our study has indicated that referral for intensive care during acute critical illness is not limited solely to children who were previously "normal". A significant proportion of the patients who died had underlying disease or malformations, which in some cases would be recognised as lethal conditions. One can only infer that in such instances, a decision to withdraw or limit treatment will be influenced by the expected increase in "total burden of disease" should the patient survive.
Acute critical illness in a child is often unexpected and the prospect of loss to the parents is profound.7 Sadly, the futility of a given treatment such as mechanical ventilation may not become clear until after its initiation has raised inappropriate hope of long-term independent survival. We were therefore not surprised to find that death followed failed CPR in three patients with an underlying lethal condition who had been referred for intensive care. This presumably reflected failure to gain consent or parental agreement for a "do not resuscitate order". This is an unusual outcome when there has been sufficient time for the family to come to terms with all that has been discussed, which in our experience may take up to five days. Even so, there may be considerable emotional pressure to continue, rather than withdraw, futile therapy. These issues need to be recognised early and dealt with openly and compassionately.
In practice, as a child's clinical state worsens and the likelihood of a good outcome, or survival, lessens, the goals of medical management and appropriateness of new interventions need to be carefully considered. There is no legal obligation in the UK to subject a patient to a life-sustaining medical intervention when there is no expected long-term benefit. 8 Equally, if an extraordinary intervention is considered to be futile, there is no obligation to present it as an Ian M Balfour-Lynn and Robert C Tasker 281 option to the child's family. 
